Some of the features of the present case were very suspicious indeed of hysteria; the hemianasthesia, and the subsequent occurrence of anaesthesia on the right side, involving the whole of the cutaneous surface. So that, unless subsequent developments justified a different view, he thought it might be taken to be va case of hysteria in which vestibular reactions were absent.
Dr. PRITCHARD said one would, a priori, conclude it to be a case of hysteria. He asked whether the retina was examined, and, if so, whether the field of vision was contracted, as that was said to be an accompaniment of hysteria.
The PRESIDENT raised the question as to whether it might be organic ear trouble, with a neurosis which would account for the remainder of the symptoms. He did not regard spontaneous nystagmus as hysterical. Had any search and inquiry been made to ascertain whether there was congenital syphilis ?
Mr. SYDNEY SCOTT said he considered that the case was not hysteria alone, but that there must be some organic lesion to account for the absence of vestibular reactions on one side.
Dr. DAVIS replied that the case at first appeared to be one of acute suppurative labyrinthitis; but it could not have been that as the ear would not have dried up as it had done. Her vertigo was very violent, and two attempts made by the ophthalmic surgeon to examine her eyes were not very successful, as she became so giddy on opening her eyes that her fields of vision could not be taken. He did not think it could be pure hysteria, but that there must be some intracranial trouble as well. Wassermann's reaction proved negative. He did not think it was possible for a patient to be in such a condition unless there was something organic the matter with the nervous system. It had been suggested that she was insane, but that was not his (Dr. Davis's) view;
her memory was good, and she knew that what she was doing was unreasonable. Mercury and iodide had no effect, but full doses of hydrobromic acid relieved the vertigo. Vertigo due to labyrinthine involvement was violent at first but tended slowly to pass off, whereas, vertigo due to an intracranial lesion persisted. This might be the case with hysteria, too. November, 1909, laid up in bed for five weeks with vertigo and vomiting, provoked by the slightest movement of the head. Returned to work June, 1910. Earache on the left side was followed by facial paresis, early in July.
Fistula of the
Otoscopic appearances: The meatus on each side contained pus and epithelial debris; large defects in tympanic membranes; landmarks obscured.
Hearing tests: Left ear-Conversational voice between 1 and 2 metres. Rinne negative. Schwabach doubtfully negative [hypersensitiveness of the mastoid, which prevented usual pressure of fork]. Low limit not recorded before operation. High limit of tone range, 12,000 (Edelmann). Right ear-Conversational voice not heard quite as well in the right as in the left ear. (Tested with meatus closed and with BaTrainy's "Liirm-Apparat " in opposite meatus.) Low limit of tone range, 26 d.v. (Bezold's fork). High limit, 12,000 (Edelmann).
No spontaneous nystagmus or forced movements. No Rombergism. Caloric tests applied to left ear only (before operation) : Cold (600 F.) -No nystagmus in erect position; no horizontal nystagmus when face upwards. Very slight irregular nystagmus, chiefly rotatory to left when lying face upwards, and slight dizziness when seated upright, after irrigating for over five minutes. No meatal air-compression reaction.
Radical mastoid operation (left side), July 23, 1910: Granulations and cholesteatoma. Dense mastoid cortex. Fistula of ampulla of superior canal about 1l mm. in diameter. This admitted a seeker, which entered a cavity corresponding to the vestibule, above the facial nerve and in front of ampulla of the external canal. Malleus and incus not discovered. No fistula of the oval window. Panse's flap; no skin-graft.
The following day there was spontaneous rotatory nystagmus to the right side, and the patient was noticed to lose balance on one occasion when sitting up in bed, and fell to the left. The giddiness rapidly subsided, and in two weeks the nystagmus could only be recognized behind opaque glasses. The post-operative nystagmus could be abolished temporarily by rotation in a chair with face downwards, at the rate of six turns in eighteen seconds.
August 12, 1910: Caloric tests-Right-Hot and cold caused normal reactions. Left side-Hot, 1150 F., and cold, 600 F., gave no reactions, and no sensations of dizziness.
Rotation tests: Erect, ten turns in twenty seconds. Clockwise caused slight horizontal nystagmus to the left for ten seconds. Counterclockwise rotation caused stronger horizontal nystagmus to the right lasting twenty seconds. Patient's own statement as regards his sense of hearing is that it is better in the left ear than in the right, and although there is but little alteration he does not hear quite so well during general conversation as he used to do.
Chief points of interest: (1) Fistula of superior semicircular ampulla which is uncommon; (2) the direct (operative) and indirect evidence of vestibular exploration; (3) localization of disease without spread to cochlea; (4) effect of healing on lower tone range; (5) greater acuity for middle tones on the left side, which shows greater loss for low tone appreciation.
DISCUSSION.
Mr. WEST said the Section was much indebted to Mr. Scott for the full details he had given. These would constitute a useful reference to members should they meet with a similar case. He asked if any observation was made as to forced movement of the eyes under anawsthesia when the probe was introduced into what must have been the upper part of the vestibular cavity. Also if the opening in the ampulla was filled by granulations, or if it was a simple, open, gaping hole. Also if there was the appearance of abnormal contents in the vestibule itself. It reminded him of some cases in which there seemed to be a continuance of definite hearing after an operation on the labyrinth, and in particular he remembered one case in which there seemed to be no question about the presence of hearing after exfoliation of part of the cochlea. Mr. Cheatle once brought a case of the kind before the Otological Society. The question arose as to how far in some of the cases infections of the labyrinth might invade the vestibular cavity, and still be limited by inflammatory lesions or new tissue, so that the cochlea was shut off. If so, what was the physiology of the cochlea? How did the cochlea function under those conditions ?
Dr. DAN McKENZIE joined in the expression of admiration of the way in which the details of the case were given. An interesting feature was tha,t stated in the report of August 12, 1910, showing there were no reactions on the left side with the caloric test, and yet on rotation there was a reaction ten seconds after rotation in such a direction as to simulate left labyrinthine trouble. This apparent discrepancy between the caloric test and the rotation test showed that the caloric test was much more emphatic an indication of vestibular activity than the rotation test. The localization of the disease to the canals, and the sparing of the semicircular region was important from the point of view of diagnosis and treatment. If one got a case in which there was a history of vertigo, and in which the vestibular reactions were absent, and yet the patient could hear with the affected ear, then his opinion was, that one should hesitate about operating on the labyrinth, because he would doubt the presence of severe disease.
Mr. HUGH JONES asked whether grafting would have the effect of reducing the power of hearing for middle tones on the right side. He asked because the difference between the right and left sides in that respect was so marked. He would also be glad to know whether the loss to low tones in the left ear might not be due to implication of the vestibule or of the cochlea in the disease.
Mr. A. L. WHITEHEAD asked if he understood correctly that no operation was done on the labyrinth-that a probe was merely passed in and withdrawn.
Mr. SCOTT replied that there was no deviation of the eyeballs during the cold irrigation while the patient was under the anaesthetic, but he could not be certain that the eyeballs were examined at the time the probe was passed into the vestibule. There were no granulations at the mouth of the fistula, nor did blood or pus escape from it. With regard to Mr. Hugh Jones's suggestion, the patient was always more deaf on the right side, before either operation was done. The subsequent loss of low tones he considered to be due to the scarring in the tympanum of the left ear, because on August 12 the patient could hear tones on the low forks, although the vestibule had been explored previously to this. It was only during the healing process that low tone appreciation was lost. No part of the bony labyrinth was removed at the operation. New Growth of Unknown Nature in the Tympanum. By W. H. KELSON, M.D.
A WOMAN, aged 48, suffering from middle ear deafness, on the left side. On examination was found a small rounded growth, firm to the touch, projecting downwards and inwards into the external auditory meatus from the deepest part of the posterior superior wall. It was impossible to say whether it actually involved the tympanic cavity or not. It was the size of a small pea, and cut off the view of the manubrium almost entirely. It had not quite the hardness of an exostosis. There had been no discharge from the ear for many years. The patient was shown to elicit opinions as to the nature of the growth and the probability of improving the hearing by an operation. The right ear was practically normal.
Mr. WESTMACOTT said examination with a speculum seemed to show that it was a tumour of the tympanic membrane posterior to the handle of the malleus--a fibroma arising from the tympanic membrane or from the periosteum of the malleus. It was verv sensitive to touch with the probe. He would be
